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Abstract
Objective: To compare activities of daily living (ADL) staging based on 2-level responses to ADL difficulty questions (simple ADL stages) with
ADL staging based on 4-level ADL question responses (complex ADL stages).
Design: Analysis of the Second Longitudinal Study of Aging, a prospective cohort study, using descriptive statistics and logistic regression.
Setting: Participants’ homes.
Participants: Community-dwelling persons (NZ9447) aged 70 years in 1994.
Interventions: Not applicable.
Main Outcome Measures: (1) Agreement and face validity: baseline simple ADL stage; (2) construct validity: baseline health, difficulty, and need
characteristics; (3) prognostic comparison (determined at the Wave 2 interview): primarydnursing home use and/or death; secondaryddeath.
Results: The systems showed good agreement (kZ.75). The simple ADL stages stratified people into distinct groups and reflected the expected
stepwise increases from stage 0 to stage IV in health and need characteristics, such as the prevalence of home-related challenges (2.9%e84.5%)
and perceived need for home modifications (2.1%e33.6%). In comparing the prognostic ability using the primary outcome, the complex system
model demonstrated slightly increased discrimination between milder stages and a slightly higher C statistic (.666 vs .664).
Conclusions: Although complex staging appears slightly better at classifying people into distinct prognostic strata with respect to nursing home
use and/or death at Wave 2, simple ADL stages demonstrate strong, clinically relevant associations with health and need characteristics.
Archives of Physical Medicine and Rehabilitation 2013;94:1320-7
ª 2013 by the American Congress of Rehabilitation MedicineNearly 5 million Americans have difficulty with 1 or more
activities of daily living (ADL) based on the 2010 National Health
Interview Survey (NHIS), including almost 15% of those older
than 65 years.1 The public health importance of assessing how
disabilities impact health outcomes is increasingly recognized,
and the Centers for Disease Control and Prevention (CDC) now
includes disability as a category for examining health disparities.2Presented to the Association of Academic Physiatrists, March 1, 2012, Las Vegas, NV.
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0003-9993/13/$36 - see front matter ª 2013 by the American Congress of Re
http://dx.doi.org/10.1016/j.apmr.2012.11.046Clinicians also need a comprehensive assessment of function and
an understanding of how that function translates to care needs and
other outcomes, in order to screen patients and design appropriate
interventions.
Traditional aggregate measures of ADL difficulty relying on
counts, summary indexes, or binary expressions fail to express the
activities that groups of people are still able to perform. Conse-
quently, we are establishing a series of activity limitation staging
systems that express discrete patterns of retained abilities for
various patient populations.3-5 Staging approaches recognize that
people usually demonstrate functional problems with the most
difficult activities before easier ones.6-8 By expressing distinct
functional thresholds, stages group people in ways that provide
insights about the types of assistance needed and the care burden.
Our objective is to compare 2 staging approaches designed for
elder community-dwelling persons. The complex approach applieshabilitation Medicine
Complex versus simple disability staging 13214-level responses to ADL difficulty questions (fig 1). The simple
approach, presented here for the first time, uses 2-level responses
(fig 2). While complex ADL staging has demonstrated good face,
construct, and discriminative capacity for adverse outcomes,3,9-12
simple ADL staging may be easier to use clinically if it demon-
strates good face and construct validity and comparable predictive
capacity. Thus, we will assess agreement between the approaches,
face and construct validity of the simple approach, and compare
the predictive capacity of the 2 approaches using nursing home
use (NHU), death, or both, as the primary outcome.
Methods
The University of Pennsylvania institutional review board approved
this study.
Study population
The Second Longitudinal Study of Aging (LSOA II) was
a nationally representative prospective cohort (NZ9447) of
community-dwelling persons, 70 years and older at baseline
(Wave 1) in 1994. Wave 2 interviews occurred in 1997 and 1998,
and the overall Wave 2 response rate was 84.7% (nZ7998).13
ADL measures
The LSOA II asks 2 questions for each ADL (bathing/showering,
dressing, eating, getting in and out of bed or chairs, walking, using
the toilet including getting to the toilet) to determine ADL diffi-
culty. The first question asks, “Because of a health or physical
problem do you have ANY difficulty.?” An affirmative answer is
followed by asking “how much difficulty,” which leads to
4 response levels (no, some, a lot, unable). Complex stages were
developed using the 4-level responses.3 We used the first ques-
tion’s 2-level response (difficulty, no difficulty) to develop simple
stages, using an empirical approach similar to that used in the
complex system development.11 Complex ADL stage develop-
ment has been described elsewhere,11 so we only present the
development of simple stages.
Each person was assigned an ADL profile based on the
answers to the 6 ADL questions. Profiles were then sorted by the
total number of reported difficult ADL (range, 0e6). The most
frequent profile of those reporting 1 difficult ADL defined the
“hardest” ADL. An additional criterion was that once an ADL
entered the hierarchy, it had to remain difficult in the most
frequently occurring profiles of higher totals of ADL difficulties.
Hence, for each unit increase in total number of difficult ADL,
only 1 ADL was added, which was then considered the “next
hardest” ADL (table 1). After determining the ADL hierarchy, we
constructed 5 stages (see fig 2) to reflect the 5 International
Classification of Functioning, Disability and Health self-care
performance levels. We grouped the 2 hardest ADL, followed
by the next 2 hardest ADL. Those reporting difficulty with allList of abbreviations:
ADL activities of daily living
CDC Centers for Disease Control and Prevention
LSOA II Second Longitudinal Study on Aging
NHIS National Health Interview Survey
NHU nursing home use
www.archives-pmr.orgADL were assigned stage IV. Stage III was designed to accom-
modate atypical patterns of difficulty where a person reported
difficulty with 1 (or both) of the 2 easiest ADL, but no difficulty
with at least 1 ADL (which often includes one of the harder ADL).
After establishing the stages, we then developed algorithms
(see figs 1 and 2) to facilitate assigning stages efficiently in
a clinical setting. In addition, in some cases, algorithms allow
assignment of stage with partial ADL information, enabling better
use of available data. Algorithms first assess the easiest ADL and
move on to harder ones as needed. For example, the simple
algorithm first assesses difficulty eating or toileting, or both. The
threshold is no difficulty with either. Those who report difficulty
are assigned either stage III or stage IV. If the threshold is met,
then transferring/dressing is assessed. If this threshold is not met,
stage II is assigned; otherwise walking and bathing are assessed. If
this threshold is not met, stage I is assigned. Stage 0 is assigned if
there is no difficulty with any ADL.
The following 2 case examples illustrate the reduced
complexity of stage assignment using the simple versus complex
staging:
 Mr. J is an 87-year-old community-dwelling man with Parkin-
son’s disease and prostate cancer living with his 82-year-old
wife who provides care. He describes some difficulties dressing
and bathing. He notes a lot of difficulty walking but has no
difficulty with the remaining ADL. He is assigned stage II
according to both algorithms (see figs 1 and 2). Applying the
complex algorithm required 3 decision points compared with
only 2 with the simple algorithm.
 Ms. M is a community-dwelling 66-year-old woman with rheu-
matoid arthritis who describes some difficulty toileting, dressing,
getting up from a chair, bathing, and walking. She has no diffi-
culty with eating. She is assigned stage II using the complex
algorithm, but stage III using the simple algorithm. Staging with
the complex algorithm required 4 decision points compared with
only 2 using the simple algorithm, illustrating the clinical effi-
ciency and reduced complexity of the simple approach.
Variables used for evaluating construct validity
Age, ADL stages, self-perceived health, and interview proxy use
were assessed using the baseline LSOA II interview. Baseline
physical health conditions were assessed using the questions,
“have you ever had.” diabetes, arthritis, respiratory disease
(chronic bronchitis, emphysema, or asthma), hypertension, heart
disease, stroke, and cancer (excluded those reporting only skin
cancer). Baseline urinary and fecal incontinence were determined
by self-reported difficulty controlling urination and bowels,
respectively. The Disability Phase I Questionnaire contained most
of the mental illness and Alzheimer disease questions. Those
LSOA II participants (nZ586) who did not receive this ques-
tionnaire were excluded from the analysis of these variables.
Dementia was defined by reported Alzheimer disease in the past
12 months or using a proxy/assistant because of poor memory,
senility, confusion, or Alzheimer disease. Mental illness was
defined by requiring a proxy because of other (nondementia)
mental health conditions, or reporting having 1 or more of the
following disorders in the past 12 months: schizophrenia, paranoid/
delusional disorder, bipolar disorder, major depression, severe
personality disorder, or other mental/emotional disorder that
seriously interfered with the person’s ability to work or attend
school or manage day-to-day activities. The NHIS Core Interview
START
Fig 1 Complex ADL staging algorithm.
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following home-related challenges: difficulty entering/leaving
home (because of a physical impairment or health problem),
challenges inside the home (includes difficulty with opening or
closing doors, reaching or opening cabinets, and using a bath-
room), and a perceived need for home modifications (any of the
following: widened doorways, ramps, kitchen or bathroom
modifications, easy-open doors, elevators or stair glides, acces-
sible parking or drop-off sites, alerting devices, or other special
features). A perceived need for home modifications was defined
by an affirmative response to any of the questions about perceived
home modification needs. Those answering all questions with
“already have modification” or “no need for it” were assigned as
no need.Prognostic outcome variables
NHU was defined as use since the Wave 1 interview as reported in
the Wave 2 survey or Wave 2 decedent files (proxy-reported only).
Death was defined by presence in the Wave 2 decedent file and/ordeath date before quarter 3 of 1998 (determined by using LSOA
IIeNational Death Index linked data).14 Because death is
a competing event for nursing home placement and because those
who died had higher rates of missing NHU information, we used
a composite outcome of NHU, death, or both, as our primary
measure to reduce bias.15 Those who were alive at the end of
Wave 2, but were missing NHU information, were considered to
have missing primary outcome data (nZ1169). Because of the
significant amount of missing primary outcome data, death with
only 25 missing values was chosen as a secondary outcome to
evaluate any bias in our primary outcome.Statistical analysis
Statistical analyses were performed using SAS 9.3 softwarea and
accounted for the complex survey design including sample weight,
clustering, and stratum in all analyses with the exception of the
kappa statistic. The kappa statistic was calculated using the
Cicchetti-Allison kappa weights. Complete case analysis was
performed. Descriptive statistics were used to describe thewww.archives-pmr.org
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Any difficulty dressing 
and/or getting in and 
out of bed or chairs? 
Fig 2 Simple ADL staging algorithm.
Table 1 Empirically determined ADL hierarchy
Total No.
of Reported
Difficult ADL
Most Frequent Profile (Only ADL
Reported as Difficult Listed)
1 Walking (hardest)
2 Walking, bathing (2nd hardest)
3 Walking, bathing, transferring (3rd hardest)
4 Walking, bathing, transferring, dressing
Complex versus simple disability staging 1323sample’s characteristics and stage distribution. Complex staging
was considered the standard, and reclassification by the simple
system was defined as instances where the simple staging algo-
rithm assigned a different stage than the complex one. Face val-
idity of the simple staging system was established by determining
the degree to which the ADL hierarchy reflected the expected
order of ADL difficulty. The simple staging construct validity was
determined by testing hypotheses of associations between stage
and need and health characteristics. We examined unadjusted
associations through cross-tabulations and used the chi-square test
to test for significant differences. Logistic regression was per-
formed to evaluate the predictive capacity of the 2 staging
systems, which were compared using the C statistic,16 and to
determine the odds of the composite outcome by stage. Since the
underlying population was the same, for simplicity of comparison,
we did not add other covariates to the models. To evaluate how
well the 2 staging approaches assigned people to distinct prog-
nostic groups, we also tested whether the odds of the composite
outcome were different for adjacent stages.(4th hardest)
5 Walking, bathing, transferring, dressing,
toileting (2nd easiest)
6 Walking, bathing, transferring, dressing,
toileting, eating (easiest)Results
The sample’s mean age was 77.3 years, 59% were women, 88%
were white, and 71.1% reported no ADL difficulties. Thewww.archives-pmr.orgdistribution of complex stages I, II, III, and IV was 15.9%, 7.0%,
4.3%, and 0.5%, respectively, with 1.1% missing (table 2). The
distribution of simple stages I, II, III, and IV was 13.1%, 8.1%,
5.8%, and 1.3%, respectively, with 0.7% missing. The systems
showed good agreement (kZ.75). Reclassification by the simple
system was greatest for stage II (see table 2). Of the 670 people
assigned to stage II by the complex system, the simple system
assigned 33.9% to stage II, 27.6% to stage I, and 38.5% to stage
Table 2 Weighted percent of each complex stage assigned to simple stage
4-Level Stages 2-Level Stages
Total
Freq (wt %) Stage 0 Stage I Stage II Stage III Stage IV Missing
9447 (100) 6675 (71.1) 1256 (13.1) 764 (8.1) 563 (5.8) 124 (1.3) 65 (0.7)
Stage 0 6675 (71.1) 100 0 0 0 0 0
Stage I 1517 (15.9) 0 68.4 31.5 0 0 0.2
Stage II 670 (7.0) 0 27.6 33.9 38.5 0.0 0.0
Stage III 430 (4.3) 0 0.0 11.1 69.9 17.9 1.1
Stage IV 46 (0.5) 0 0 0 0 100.0 0.0
Missing 109 (1.1) 0 14.6 14.6 9.1 0.8 60.9
NOTE. Rows may not add up to 100% because of rounding error. Source: National Center for Health Statistics (2002).
Abbreviations: Freq, frequency; wt , weighted percent.
1324 C.M. Schu¨ssler-Fiorenza et alIII. Moreover, the number of stage III people reclassified to stage
IV altered the severity of the fourth stage.
The simple ADL hierarchy followed the expected order of
activity difficulty andwas the same as the complex hierarchy. Simple
stages met hypothesized distributions of health, difficulty, and need
variables (table 3).As stage increased, self-perceived poor health and
use of an assistant or proxy during the interview increased in
a stepwisemanner. The percentwith inside-the-home challengeswas
2.9%, 15.7%, 31.9%, 57.2%, and 84.5% for simple stages 0, I, II, III,
and IV, respectively. Challenges entering/leaving the home increased
more sharply between stages 0 and I (from 2.2% to 23.7%), but
otherwise increased in a similar manner as inside-the-home chal-
lenges. The percent reporting a need for home modifications also
increased by stage, consistent with the observed stage-associated
increases in home-related challenges. The prevalence of health
conditions associatedwith increasedADL difficulties such as stroke,
dementia, and urinary and fecal incontinence increased by stage as
expected, whereas the prevalence of conditions not expected to have
strong stage associations such as hypertension did not.
As stage increased, the composite outcome occurrence increased
in a stepwise manner as expected in both systems (fig 3). Compared
with stage 0, complex stages I, II, III, and IV had odds ratios (95%
confidence interval) for the composite outcome of 2.7 (2.3e3.1), 4.6
(3.8e5.6), 7.9 (6.3e9.8), and 23.6 (10.7e51.8), respectively. The
simple stages I, II, III, and IV had odds ratios of 2.9 (2.5e3.4), 3.4
(2.8e4.1), 6.3 (5.2e7.6), and 13.4 (8.8e20.4), respectively.
Although the odds of the composite outcome increased by stage in
the simple approach, there was not a significant difference between
stages I and II (PZ.16), unlike in the complex approach where
the odds of the composite outcome were significantly different
(P<.001) when comparing stage II with stage I. The complex model
had a better overall fit and slightly higher C statistic (.666 vs .664).
The death outcome results were similar (see fig 3). There was
a more marked difference between the 2 approaches in the
percentage of those in stage IV who had died. Only 50% of those in
the simple stage IV had died compared with 71% in the complex
stage IV (see fig 3). Similar to the combined outcome, the simple
stage I and stage II were not as well differentiated with respect to the
odds of death (PZ.14) versus the complex system (P<.001). The
magnitude of difference in the C statistics was similar, with the
complex system having a slightly higher C statistic (.657 vs .655).
Discussion
Simple ADL staging showed good face and construct validity,
demonstrating strong associations with expected health and needcharacteristics that were similar to the complex system established
previously.3 The simple system distinguished distinct groups of
people with different home-related challenges. These distinctions
have clinical value because such challenges may be amenable to
interventions with assistive devices and modifications. The simple
system performed reasonably well in stratifying older adults by
occurrence of NHU and/or death, and death alone, but stages I and
II were not as well differentiated with respect to both outcomes.
Because of question structure differences, stage IV in the simple
system represented less severe limitations than stage IV in the
complex system, but did have the advantage of increased precision
of estimates because of the larger numbers of persons at stage IV.
Although complex staging appears to have relatively better
discrimination with respect to predicting NHU, death, or both, the
simple approach showed good discrimination between stages with
other associations, such as difficulty inside the home, which
doubled from 15.7% at stage I to 31.9% at stage II. Inquiries about
home-related challenges are more relevant at these earlier stages,
where death is less a concern than increasing barriers to inde-
pendence. People experiencing such barriers are more likely to
have other problems such as incontinence. Furthermore, the
staging algorithms in figures 1 and 2 illustrate substantially greater
complexity in the process of complex stage assignment.
The simple staging approach may be better suited for time-
pressured clinical settings, making implementation more likely
(appendix 1).
Study limitations
The LSOA II surveyed community-dwelling adults 70 years and
older; therefore, the findings may not be generalizable to younger
or institutionalized adults. ADL stages were constructed using
self-report or proxy report (11%) measures and may not gener-
alize to ADL functioning assessed by observational measures.
Although there may be biases associated with proxy reports, self-
reports, or both, since the underlying population is the same, any
biases are likely to affect both systems equally and should not
affect our comparison. Similarly, while reports of functioning can
also be influenced by culture, socioeconomic status, resource
availability, and time period, any such influences should not
affect the comparison. Such biases could, however, affect our
stage-specific prevalence rates. Although the LSOA II is an older
data set, the Disability Follow-Back Survey has rich questions
about the implications of disability, which have not been
included in more recent national surveys. Thus, it remains
a valuable resource. We had a significant amount of missingwww.archives-pmr.org
Table 3 Prevalence of individual health and need characteristics by ADL stage
Characteristic n (weighted %)
2-Level Stage (weighted %)
c2 Missing (n)0 I II III IV
Overall 9447 (100) 71.6 13.2 8.1 5.9 1.3 <.0001 65
Age group (y)
70e75 4290 (46.4) 50.7 36.9 40.8 28.6 24.2
76e80 2568 (27.3) 28.1 25.8 22.8 27.2 25.3
81e85 1569 (16.4) 14.7 21.2 19.1 20.6 23.8
>85 955 (9.9) 6.5 16.0 17.3 23.6 26.8 <.0001 65
General health
Excellent 1180 (13.0) 16.6 3.8 5.1 3.3 1.5
Very good 2317 (25.3) 30.5 15.4 12.3 5.8 3.6
Good 3313 (35.8) 37.7 36.2 28.2 28.1 10.1
Fair 1769 (18.7) 13.2 32.7 31.9 34.7 27.2
Poor 682 (7.2) 2.0 12.0 22.5 28.1 57.5 <.0001 186
Hospitalization past 12mo* 1615 (17.3) 13.7 25.3 24.0 30.7 34.9 <.0001 65
Proxy or assistance 1607 (17.3) 12.3 20.3 25.2 46.3 78.5 <.0001 224
Difficulty inside home 1059 (11.2) 2.9 15.7 31.9 57.2 84.5 <.0001 104
Difficulty enter/leave 1607 (17.3) 2.2 23.7 33.1 58.2 82.8 <.0001 92
Perceived need home modifications
Yes 606 (6.3) 2.1 10.0 15.8 30.3 33.6
No/already has 7646 (81.1) 84.1 78.1 77.1 60.9 56.3
Not ascertained/unknown 1130 (12.6) 13.8 11.9 7.1 8.8 10.1 <.0001 65
Health conditions
Cancer (not skin) 1251 (13.7) 12.9 14.3 17.3 17.2 19.0 .0004 180
Arthritis 5343 (58.1) 50.6 75.4 78.9 80.9 62.7 <.0001 273
Diabetes 1143 (12.0) 9.4 17.4 17.7 21.8 22.5 <.0001 196
Osteoporosis 771 (8.9) 6.1 12.7 18.4 18.8 20.0 <.0001 292
Hypertension 4205 (45.0) 41.7 51.9 55.9 53.0 49.2 <.0001 228
Heart disease 1980 (21.4) 17.4 29.7 34.4 32.5 27.7 <.0001 216
Respiratory disease 1308 (14.3) 11.6 22.4 20.2 18.8 20.7 <.0001 229
Stroke 828 (8.7) 5.3 13.0 17.0 23.5 38.6 <.0001 65
Any urinary incontinence 1199 (12.7) 7.7 17.6 25.4 36.2 59.2 <.0001 112
Any fecal incontinence 635 (6.9) 3.6 8.2 12.2 26.7 51.1 <.0001 110
Mental illness* 198 (2.2) 1.1 3.1 5.0 7.8 15.8 <.0001 54
Alzheimer/dementia* 475 (5.3) 2.0 7.7 11.7 23.5 46.5 <.0001 116
* Total nZ8861 (586 did not complete Disability Phase I Questionnaire). Source: National Center for Health Statistics (2002).
Complex versus simple disability staging 1325NHU data even after combining the outcome with death.
We addressed this limitation through our secondary outcome
analysis where we had almost no missing data and obtained
similar results.
Conclusions
Simple ADL staging is valid, demonstrating strong, clinically
relevant associations with health states, home-related challenges,
and need. Both staging systems distinguish well among groups of
community-dwelling older adults according to risk of mortality,
NHU, or both. System selection should depend on the specific
screening needs, the outcomes being studied, and the resources
available to collect information and assign stages. The slight loss
of discrimination with the simple approach with respect to the
more severe outcomes of NHU, death, or both, may be outweighed
by its ease of use, especially in time-pressured clinical settings.
The complex ADL staging approach may be more appropriate
where increased discrimination is needed, particularly with
respect to examining health care use and mortality, in research, or
in the surveillance of large populations where measurementwww.archives-pmr.orgcomplexity is less of a barrier. In addition, since some ongoing
surveys such as the Medicare Current Beneficiary Survey use 2-
level ratings of difficulty, our study will help researchers who wish
to apply ADL staging to studies using 2-level ADL diffi-
culty responses.
By improving our understanding of how patterns and severity
of activity limitation influence needs and outcomes, staging can
help clinicians design more appropriate interventions. In addi-
tion, stages may have utility as covariates in predictive models.
Previous studies9,17 have found that both diagnoses and
disability stages contribute independently to mortality predic-
tion and NHU. There are also potential applications of staging
for population health surveillance of those with disabilities. This
standardized, validated, meaningful approach to measuring
disability could be used to achieve a greater understanding
about how different patterns of disability may contribute to
health disparities as called for in the 2011 CDC disparity
report.2 This in turn can help policymakers design more
sound policies.
Previous disability staging systems applied to hospital or
institutionalized inpatients distinguish the effects of different
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Fig 3 Comparison of outcomes and odds ratios by staging system. Reference group is stage 0 for both systems. Four-level (complex staging)
and 2-level (simple staging) refer to the number of ADL difficulty responses in the individual questions used to derive the stages. Odds ratios are
displayed on a logarithmic scale. Total n for the combined NHU and/or death analysis is 8180; total n for death analysis is 9310. Abbreviations:
CI, confidence interval; NHU, nursing home use. Source: National Center for Health Statistics (2002).
1326 C.M. Schu¨ssler-Fiorenza et alrehabilitation therapy intensities and are powerful prognostic
indicators of functional recovery and adverse outcomes.18-20 The
complex and simple ADL staging systems would primarily be
appropriate for outpatient use and may help clinicians screen
patients at risk for various adverse outcomes and with increasing
needs for assistive devices or home modifications to allow them to
maintain independence.
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upenn.edu.Appendix 1. Case Example
The following case example compares information needed for the
simple versus the complex staging system as applied in the clinical
realm. This illustrates the efficiency benefits of the simple system
for the clinician, but also how the richer, in-depth functional
information obtained from the more complex staging approach
may be a better support for clinical decision-making.
Mr. X, an 88-year-old man with a history of multiple myeloma,
hypertension, and coronary artery disease, comes to see Dr. J
because of increased low back pain over the past month. He lives
alone but has a neighbor that checks in on him occasionally. Dr. J
sees that on the intake form, the medical assistant had written “pt.
with difficulty dressing and walking, no difficulty eating or toi-
leting, and is at ADL stage II according to the simple staging
algorithm on the intake form.” In a prior visit a colleague, who
always uses the complex staging system, noted that Mr. X was at
ADL stage I.
Dr. J needs to relate Mr. X’s current status to his past status.
She needs to ask him more detailed questions about the degree
of difficulty he is experiencing with dressing, bathing, and
walking. Depending on the degree of difficulty Mr. X is having
according to the intake information, he could be anywhere from
stage I to stage III on the complex staging system. On further
questioning, Mr. X reports that he has some difficulty with
dressing, bathing, and walking, but a lot of difficulty getting in
and out of bed. Using the complex algorithm, Dr. J stages him atwww.archives-pmr.org
Complex versus simple disability staging 1327stage II and thus recognizes a clinically important change in
functional status.
The increase in stage prompts Dr. J to ask about difficulties
inside the home. Mr. X reports that in the past week he has been
sleeping in a reclining armchair in the living room, because he is
having difficulty with stairs. Further questioning identifies that he
is having chest pain when attempting to climb stairs. Recognizing
that he may be experiencing accelerating angina, Dr. J has her
office set up a same-day appointment for Mr. X with his cardi-
ologist. Dr. J identifies that the reclining chair may be providing
insufficient support to Mr. X’s back and thus contributing to the
pain. She counsels Mr. X to avoid sleeping in the chair and refers
him to physical therapy and also to a durable medical equipment
company so that he can obtain a stair lift.References
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